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FROM: DEPARTMENT/AGENCY:
(DATE)

TO: NAME/LOCATION:
(DATE)

DATE Age    Craft   S.S.  Number   Immediate      Injury/Illness                  Description of Accident Treatment          LEGEND*
_______   Supervisor Given By ________________
TIME FAV   RTW    DV    LTA

         Name

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

_____ ___________ ______________________________

*FAV-First Aid Visit      RTW-Return To Work    DV-Doctor Visit   LTA-Lost Time Accident FALog.cr


